C
are coordination for chronic disease is an important strategy for managing costs while improving quality. Weeks et al. 1 describe a tool to help primary care practices measure their readiness to provide effective care coordination for adult type 2 diabetes. The Diabetes Care Coordination Readiness Assessment (DCCRA) is a self-assessment guide to identify barriers and actionable areas to improve diabetes care coordination services, and measures five domains: organizational capacity, diabetes care coordination best practices, clinical management capability, quality improvement capability, and technical infrastructure. The DCCRA had excellent internal consistency (Cronbach's alpha 0.96), was validated in 39 practices in the Beacon Community of Inland Northwest (BCIN), and reliably discriminated among practices on the five domains of diabetes care coordination. The DCCRA can be improved by item reduction in the future. There are a couple of challenges to the implementation of the DCCRA. First, self-reported data collection without any in-depth assessment of the capabilities identified in the DCCRA may not give an accurate picture of a practice's actual capacity. Often, practices equate having the capability of disease management or care coordination in their electronic medical record systems with their ability to perform those tasks routinely. Effective care coordination, just like any other clinical improvement effort, requires an in-depth analysis of other aspects, such as culture, workflow, leadership readiness, and team motivation, in order to come up with meaningful ways of achieving it.
2 Second, the DCCRA as a diabetesspecific care coordination assessment system should be further validated by the nationally recognized patient-centered medical home (PCMH) approach, 3 which includes care coordination as an important part of establishing a patient-centric, accountable, and efficient system of care. 4 The DCCRA is an important step in helping practices demonstrate capacity for care coordination in diabetes, but additional research is needed to demonstrate that this capacity translates into effective care coordination, a process measure, and more importantly, into better patient outcomes.
